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Perforated jejunal diverticulum presenting
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INTRODUCTION
Jejunal diverticulosis is an uncommon clinical condition. Since the decline of
tuberculosis disease of the spine, psoas abscess too is rarely seen. We report a
unique combination of these two conditions.
CASE REPORT
A 73 year old man presented with loss of mobility, anorexia, weight loss and pain
in the left hip. Recent investigation of altered bowel habit had shown extensive
diverticular disease of the sigmoid colon. On examination he was cachectic,
dehydrated and pyrexic. There was redness, increased temperature, swelling and
crepitus in the left groin with fixed flexion deformity and painful limitation of
movement of the left hip. There were no abdominal signs. He had a leucocytosis
and raised E.S.R. X-rays of his hips were normal. Coliforms, streptococcus
faecalis and proteus were cultured and 1 ml of pus was aspirated from the left
groin. Initial treatment was with metronidazole and cephazolin.
Computerised tomography confirmed our clinical impression of a large left psoas
abscess. Shortly afterwards he became septicaemic, necessitating urgent
drainage of the abscess through the left groin. Initially his condition improved
with the release of pus, but after two days small bowel content appeared in the
discharge and he again became septicaemic. At laparotomy he was found to have
multiple diverticula on the mesenteric border of the jejunum. One of these was
adherent to the posterior abdominal wall and communicated via a psoas abscess
with the left groin incision. The diverticular disease of the colon was not involved.
Resection of 30 cm of jejunum was required. Post-operatively he recovered
normal bowel activity and both wounds healed well. Unfortunately despite
prophylactic heparinisation hedied twoweeks after laparotomy from a pulmonary
embolus.
DISCUSSION
Jejunal diverticulosis is uncommon. It affects about 1 % ofthe population though
thetrue incidence may be much higheras the majorityof casesare asymptomatic.
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When symptoms do occur, patients are usually over 70 years old and present
with chronic abdominal pain or symptoms of malabsorption. Acute complications
occur in less that 10% of cases and the more commonly reported of these are
haemorrhage, perforation, diverticulitis without perforation and intestinal
obstruction. The majority of jejunal diverticula are merely incidental findings at
laparotomy, post mortem or on barium studies. These acquired protrusions into
the mesenteric of the jejunum may remain unseen at laparotomy unless the
surgeon distends the jejunum by manipulation to inflate the diverticula.1
Surgical intervention is indicated only for severe symptoms and acute complic-
ations. Certainly the incidental finding of jejunal diverticula at laparotomy does
not warrant a resection. When the diverticula are extensive, it would be unwise to
attempt a complete excision of the affected length of jejunum. However, with a
limited resection in the presence of extensive disease, end to end anastomosis
may be technically difficult.2
Psoas abscess, once a fairly common complica.tion oftuberculosis ofthe spine, is
now quite rare and more likely to be non-tuberculous. Apart from a small number
of cases of primary staphylococcal psoas abscess, the suppuration can usually be
traced to some adjacent septic focus. Sepsis complicating gastrointestinal perfor-
ation is the most common cause, particularly perforated appendix and perforated
sigmoid diverticula. Other sources are suppurative iliac lymphadenitis, vertebral
osteomyelitis and perinephric abscess.3
The diagnosis can be made on clinical grounds. There are usually signs of
inflammation in the groin and the hip is flexed. Rotation is possible with the hip
flexed but not after partial extension as this stretches the psoas muscle.
A confident diagnosis should be followed by emergency drainage. However, if
there is any doubt and facilities are available then the abscess can be confirmed
by ultrasound or computerised axial tomography. We found the latter particularly
informative. A review of the literature has failed to reveal any previous report of a
perforated jejunal diverticulum presenting with a psoas abscess.
We would like to thank Mr W A Hanna for permitting us to report on this case.
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